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F 164 ;%3.1082), 483,75(1)(4) PERSONAL F 164| F164
- IVACY/CONFID '
$8=0 /CONFIDENTIALITY OF RECORDS The identified employee was individualiy in-serviced 11-10-2010
Theﬁgeside?t has the right to personal privacy and By the DON. '
confidentiality of hj i ' '
records, ty of his or_her personal and clinical The DON did a medication pass audit on the 11-23-2010
employes Audit is on employee record, '

Personal privacy includes accommadations,
medlcal tfreatment, written and telephane
communications, pergonal care, vislts, and
meetings of family and resident groups, but this
does not require the faciltty to provide a private
room for each resident.

Except as provided In paragraph (e)(3} of this
section, (he resident may approve or rafuse the
release of personal and cilpical records to any
individual outside the facility,

The resident's right to refuse release of persanal
and clinical records does not apply when the
resident is transferred to another health care
tnstitution; or record release is required by |aw,

The facility must keep confidential all information
contained in the residents records, regardiess of
the form or storage methads, except when
release is required by transfer to another
healthcare institution; law; third party payment
cofitract, or the resident,

Ihis REQU!REMENT is not met as evidenced
a8 .

Based on observation, review of facility policy,
and interview, the facility failed to provide privacy
when administering medications for one resident
(#4) of twenty residents reviewed,

The findings included:

Re-education Progressive disciptine will be accomplished
if employee demonstrates continved non-compliance, 11-23-201¢

All licensed staff, including PRN and staff on leave, i12
will be in-serviced on medication Administration -17-201p
by the DON ar ADON

To identify others who are potentially affected,
the facility administrator will conduct a facility
in-service on patient privacy and dignity. This will
be accomplished for all staff, proand part time by
12-03-2010. Any employee wha is on vacation or
leave will have in-servicing prior to entering the next
scheduled shift.

12-05-2010

Medication pass will be audited once a week on

each shift by the DON, or ADON in her absence, the
monthly thereafter. (Audit form attached)

A report of audit results shall be given to the QA
Committee, which meets quarterly and consists of .
the Administrator, Director of Nursing, Med ical Director,
Pharmacist, Restorative Su pervisor, Dietary Manager,

Activity Dlrector, Social Worker, Environmental Services
Supervisor and Maintenance Supervisor.

The administrater will make twice weekly walking
Rounds on random shifts for one month to chserve
Far compfiance.  Any identified deficjent practice wil}
be addressed by re-education and progressive discipline.
This will be the responsibility of the administrator and
Appropriate department supervisor.

Arecerd of training and discipline will be kept in the
Employee file.

11-12-2010

LABOR DIRECTOR'S OR FROVIDERISUBFUER REPRESENTATIVE'S SIGNATURE

—

-
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Any deficiency statemant anding with an asterisk {*) denotes & deficlency which the instittion may ba axcused from corecting providing it is détermined that

tha findings stated abova are disciosable 90
plans of cortection are disclosable 14

tiays following the date ese documents are made availabla to the faciity, If deficiencies are gited, an appravad plan of correction ls requlsite to continued

program participatian,
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Tevealed LPN #2 pulled back the covers and

.medicet, nursing, and mental and psychosacial

Continued From page 1

Qbservation of the medication pass on November
8, 2010, at 8:10 a,m., revesled the Licensed
Practical Nurse (LPN) #2 administering
medications to resident #4 who had 2
gastrostomy tube in place, Continued observation

Bccessed the gastrostomy tube but failed to draw
the privacy curtain. Further observation revealed
the resident's room-mate was seated in a chaijr
facing the bed of resident #4. Continued
obselvation and interview revealed the
reom-mate was alert and orjanted.

Review of th facility policy Medication Pass
Technigues revealed "ensure anylime resident is
to be exposad, that curtein Is pulled.”

Interview with LPN #2 on Novembsr 9, 2010, at
8:30 a.m., inthe resident's room confirmed LPN
#2 talled to pull the privacy curtaln prior to
achninisterlng the mediations via the gastrostomy
fube, _

483.20(d), 483,20(k)(1) DEVELOPR
COMPREHENSIVE CARE PLANS

A facllity must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

The facllity must develop a comprehensive care
plan for each resident that includes mezsurable
abjectives and timatables to meet 3 resident’s

needs that are identified in the comprehensive
assassment,

The care plan must describe the servicas that are
to be furnished to attain or maintain the resident's

F 184

F 279
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F 279 | Continued From page 2 " Farl .
highest practicable physical, mental, and The staff was in-serviced immediately beginning on 11-13-2010
psychosocial well-being as required under - November 9 through November 13
§483.25; and any services that wauld otherwise . fegarding the affected residents and on the facillty policy
be required under §483.25 but are not provided f?r aspiration precautions, including the use of straws
due ta the resident's exercise of rights under An audit was done to remove straws from the affected
§483.10, including the right to refuse treatment Residents. : :
- under §483.10(b)(4). ' o 11-09-2010
_ Care Plans were checked and updated by the Care
-Plan Coordinators for al! affacted residents 12-09.2039

[ Te identify others who could be at risk, a list of

. . patients with speech therapy recomrmandations for
Based on medical record r eview, observation, swallowing faspiration precautions was updated by

and interview, the facility failed fo revise the care ' the Patient Care Coordinator for alf

Pians to reflect aspiration preautions for fiva residents on aspiration precautions and who are not
residents (%.- #14, #12, #13, #20) of eight to use straws. This list was placed on the MAR, the CNA
residents reviewed for residents at risk for observation books and in a notebook in the dining room

This REQUIREMENT is not met as evidenced
by:

aspiration. _ and activity room. The DON chacked all residents on thé
' ) list to make sure that Precautions were posted in rooms
The findings included: _ . with a cover sheet . 11-05-2010
. { .

Resident #5 was fe-admitted to the facility on May The list wili be updated by the Dietary manager weekly,
4, 2010, with diagneses including, Recurrent - Based on new diet orders. A copy will be glven to the
Pneumaonia, Diabetes Meliitus, and Alzheimer's patient care coordinators to assure that the cara plan is
Dementia, updated for speech thera Py recommendations and arders.

. . The speech therapist will re-screen at risk residents -
Medical record review of the Minimum Data Set Quarterly and revisions will be addressed with diet orders,
(MDS) dated August 31, 2010, revealed the 11-10-2020 -

resident had impaired short and iong ferm

| memory and required assistance with ail activities o o
of daily living, _ A sign will be posted on each wing informing

. Visitors to check with the charge nurse before
Medical record review of a Speech Therapy -offering foad or drink to any resident. 12-0510
discharge note dated September 14, 2010,
ravealed *...Discharge Recommendations...cont.
{continue) asp (aspiratiom) precautions,, thin
{liquids) via cup...”

Observation in the resident's room o'n November
8, 2010, at 10:35 a.m.. revealed a sign on the wall
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SUMMARY STATEMENT OF DEFICIENCIES

800 a.m., medications

| Precautions for (resident) Diet: ...thin liquids

"*NO STRAWS..." Observation revealed the
resident requested a drink and the Assistant
Director of Nursing {ADON) gave the resident a
drink from the ice water pitcher using a straw (rio

-| choking noted). Continued abservation revealed

liquid supplement in a Cup with a straw on the
Tesident's over the bed tahle within the resident's
reach. Further observation revealed the ADON
affered the resident a drink of the supplement but
the resident refused. -

Medical record review of the resident's ¢are plan:
dated October 2, 2010, revealed no intarventions
for the resident to not use straws for drinking as
part of the swallowing precautions.

Intarview with the ADON in the resident’s room on
Novembar 8, 2010, at 10:38 a.m., confirmed the
sign on the wall stated "No Straws" and the
ADON gave the resident a drink of ice water
using a straw. :

Intarview on November

8, 2010, at 8:40 a.m., at
the A B nursing station

with the Speach Therapist

{ revealed Swallowing Precautions were posted on

the walf, with NO STRAWS in red letters. .
Continued interview and review of the resident's
Current care plan confirmed the pracaution "No
Shaws” was not addressed on the resident's
cuirent care plan.

Interview via talephone on November 10, 2010, at
£:00 2.m., with Licensed Practical Nurse (LPN) #
4 revealed LPN# 4 administered the resident's

on November 8, 2010,
and also gave the resident the liquid suppiement,
"...the resident was having troubie swallowlng so |

O Io , - D PROVIDER'S PLAN OF GORREGTION L
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY UL PAEFIX H ACTION SHOULD BE COMPLETION
a0 REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFEREEEE’D 10 THE APPROPRIATE DATE
CIENCY)
F 279 Continued From page 3 F 278
next to the resident's bed stating "Swallowing

!
To assure compliance, the AT RISK COMMITTEE,
Consisting of the Dietary Manager or Designes,

Director of Nursing or ADON, Care Plan Coordinator,
Social- Worker, Activity Director and Restorative
Supervisar, will review and discuss residents with
aspiration precautions. Any identifled non-com pliance
will be addressed thraugh patient and family education.
food consistency wa ivers, or progressive emplayee
discipline, The AT RISK committea will submit & repart to
the QA Committee qua rterly. The A Committee , which
meets quarterly consists of the Administrater, Director

of Nursing, Medical Director, Pharmacist ,Restorative Supervisor,
Dietary Manager, Activity Director, Social Warker, Environmental

Services Supervisor and Mainterance Supervisor.
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Continued From page 4

got a straw and (resident) drank % of tie
supplement...” :

Resident #14 was re-admitted 1o the facility on
Octeber 20, 2010, with diagnoses of Pneumonia,
Congestive Hegrt Failure, and Anemia,

Medicati record review of the resident's MDS

dated August 23, 2010, revealad the resident

:ﬁiqulred assistance with afl activities of dally
ng.

Medical record review of the current cara plan
dated October 13, 2010, revealed no
interventions for the resident to not use straws for
drinking as part of the swallowing precautions,

Obsetvation on November 8, 2010, at 3:30 p.m.,
in resident #14's room revealed ro 8ign near the
residant's bed to alert staff and family to not use
straws as part of the resident's awallowing
precsutions.

Interview on November 10, 201 0, &t 9:00 a.m., at
the A B nursing station with the Speech Therapist
Tevealed resident#14 is not to use straws for -
drinking as part of the resident's swallowing

precautions. -

Interview on November 10, 2010, at 10:26, in the
MDS office with the clinical care coordinator,
confirmed approaches for the swallowing
precaution "No Straws" was not addressed on the
resident’s current care plan. -

Resident #12 was admitted to the facility on
March 19, 2010, and readmitted on Octobar 13,
2010, with diagnoses including Hypertension,
Chronic Obstructive Pulmonary Disease,

F 279
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Continued From page 5
Osteoarthritls, and Left Above Knee Amputation,

Medical record review of 5 physician's order
dated May 18, 2010, revealed an order from
Speech Therapy for "Change diet to regular
(cardlac) diet with no hard/crunchy or dry/crumbly
foads and thin liquids - no straw," _

Medical record review of the physician's
recapitulation orders dated October 2010,
revealed an order originally written on June 16,
2010, which stated "Regutar cardiac dist with thin
Ifiquci!ds"; na straw; no hard erunchy or dry crumbly
Qods, .

Medical racord review of 2 Speech Therapy notes
dated June 21, 2010, revealed "Cardiac diet, No
straws, hard/crunchy or dry crumbly foeds."

Medicel record review of the Care Plan dated
October 9, 2010, revealed no Interventions for the
resident to not use straws,

Observation of the resident's room on November
9, 2010, at 3:20 p.m., revealed no signs posted
the resident was not to use straws,

Resident #10 was admitted to the facilty on
August 17, 2009, with diagnoses including
Damentia, Macuiar Begeneration, Hypertension,
and Paroxysmal Atrial Fibrillation.

Medical record review of a Dietary Progress Note
datad July 15, 2010, revealed "Remove straws
from meal tray per ST {Speech Therapy),"
Further medical record raview of the dietary notes
revealed the resident received a meohanical soft

diet with ground meats with aspiration
precautions.”

F 279
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Continued From page 6

Medical record review of the current Care Plan
revealed no intervention for the resident to not
use straws.

Observation of the resident's room on November
9, 2010, at 3:45 p.m., revealed no sighs stating
the resident was on aspiration precautions, what
aspirations precautions consisted of, and the
resident was not to use a straw.

Resident #20 was admitted to the facility on
November 18, 2009, with diagnoses including
Gastroesophageal Reflux Disease, Dermentia,
and Hypertansion,

Medical recand review of the dietary notes
revealed the resident recelving a mechanical soft
ground diat with nectar thick liquids,

Medical record review of Speech Therapy notes
revealed "Dief: Mech, {mechanical) soft, nectar
liquids, natural nectar and carbonated heverages,
0 (no) straw.”

Medical record review of the current care plan
revealed no intervention for the resident to not
use straws,

Obszervation of the residant's room on November
8, 2010, at 4:10 p.m.,, revealed no signs in tha
reom to indicats the rasident was to have nectar
thick liguids and no strawe.

Interview, with the Diractor of Nursing {PON) and
Clinical Care Coordinator on November 10, 2010,
at 10:00 a.m., in the DON's office, confirmed
residents #12, #19 and #20 were not to have
straws. Further interview confirmed care plans

F 278
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| The findings incluged:

to prevent aspimtion pneumonhia, diairhes, :
vorniting, dehydration, metabolic abnormalities,
and nasal-pharyngeal ulcers and 1o restore, i
possible, normat eating skills,

This REQUIREMENT is not met as evidenced
by "
Based on observation, facility pdficy review, and
interview, the facility failad to ensure safety
measures for residents with 2 gastrostomy tube
for one resident {#4) of twenty residents
reviewed.

Observation during the medication pass on
November 9, 2010, at 8:10 a.m.,, revealed
Licensed Practical Murse (LPN) #2 injected ten m}
(miliifiters).of water into the gastrostomy tube of
resident #4 and aspirated ten millliters of
stomach contents, Continued observation
revealed LPN #2 fajled fo auscultate the
abdomen to determine corract placement of the
{ube,

Review of the facility policy Medication Pass
Techniques revealed "...a. check for placement .
and residual...b. flush with at least 50 mi water.. ;.
administer medications hy gravity...d. flush with

Demonstrates non-compliance.

Alllicensed staff, including PRN and staff on leave,
will be in-serviced on mediration Administration
by the DON or ADON

Medication pass will be audited once a week for one

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFPROVED
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F 279 | Continued From page 7 F 279
were not revised to not use straws for residents
#12, #19 and #20. )
F 3221 483.25(g)(2) NG TREATMENT/SERVICES - Fag2
$5=D | RESTORE EATING SKILLS _
The identifi ! indivi in-servi
Based on-the comprehensive assessment of a Bvi;:gg;‘_ed employee was individually in-serviced s 3010
resident, the facillty must ensure that a resident :
who is fed by a nago-gastris or gastrasiomy tube The DON did 2 medication .
h oo } pass audit on the amployee. 11-23-2010
recelves the appropriate treatment and services Auditis on employee record,

Progressive discipline will be accomplished if employse 11-23-2010

12-17-2010

11-23-2010

manth oneach shift by the DON Or ADON in her absence,

then monthly thereafter, {Audit form attached)
A report of audit results shail be given to the QA
Committee, which meets qua rterly and consists of

The Administrator, Director of Nursing, Medical Director,
Pharmacist, Restorative Supervisor, Dietary Manager, Activity‘ .
Directer, Social Worker, Environmental Services Supervisor anc
Maintenance Supervisor for follow-up recornmendations,
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60 m] water.” .
Interview with LPN %2 on November 9, 2010, at
B.25 a.m., in the resident's room, confirmed LPN
#2 faited to check placement of the gastrostomy
tube, :
F431 483,60(b), (d}, (e) DRUG RECORDS, F 431
8$=E.| LABEUSTORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmagist who establishes a system
of records of receipt and disposition of al
controlied drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of ali
controlled drugs is maintained and periodically
reconciled, T _

Drugs and biclogicals used in the facility must be
labeled n accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, {he
facility must store all drugs and biologicais. In
locked compartments under proper temperature
cantrols, and permit only authorized personnel to
have access to the keys.

The facility must provide separalely locked, -
pemmanently affixed compartmants for storage of
controlled drugs listed in Schedule Il of the - '
Comprehensive Drug Abuse Prevention and
Contro) Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the

quantity stored Is minimal and a missing dose can

The facility has no residents who use NG tubes, The oid
product was removed immediately. The open supplies

were discarded from stock, l11-09-3010™
The Central Supply clerk checked both medication rodms
Thoroughly, 11-08-2016,

The expired Vitamin € bottle was no longer being used
as Vitamin C1s now dispensed through a Med PAC.

It was removed from stock. 11-09-2010

The Central supply clerk has bean in-serviced on fmoving

oldest stock to the front or top of supply as new stock Is

relaced. She will check for outdated stock weekly and restock
asindicated.  {inservice recard attached) - !11_09'_2019

The DON will be responsible for assigning and overseeing -

acharge nurse and the Central Supply persan ta check the
medlcation rooms and carts for outdated medica) supplies,
preparations and medications weekly, The treatment nurse

wilt check the treatment cart weekly to assure that any outdated
or apenad supply is removed 1125410

The consulting pharmacist will also check medical supplies
In the future when checking the medication roorn for oversight

of compliance Identified staff non-compliance will be

addressed through re-education and progressive discipline

from the Director of Nursing, or ADON, In her absence.

A report of audit results shall be given to the QA

Committee, which meets quarterly and consists of

The Administrator, Director of Nursing, Medical Director,
Phafmacist,Restora_tive Supervisor, Dietary Manager, Activity
Director, Sacial Worker, Environmental Services Sy pervisar and
Maintenance Supervisor, for review and recommendation.11-24-20
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be readily detected,

g’hls REQUIREMENT is not met as evidenced
v

Based on observation of the medication rooms
the facility fatled to ensure drugs and bioiogicals
were not expired in two of twa rnedication roams,

The findings included:

Observation of the medication room on the A/B
wing on November g, 2010, at 10:00 a.m.,
revealad one PICC (peripharzally inserted central
catheter) dressing kit had the outer covering

sterile and would become contaminated if open to
air sitting on the shelf and available for resident
use. :

Continued observation of the medication room
revealed ane secondary intravenous set open on
the shelf and available for resident use.

Further observation of the medication room
revealed five packages of Rass enteral feeding
tubes, #16 French 36 inches, with "Use by
January 2009, and one package with “Use by
August 2010" printed in large black lefters on the
packages.

Interview, with LPN (Licensed Practicat Nurse) #1
on Nevember 9, 2010, at 10:30 a.m., in the
medication room, confirmed the PICC lIne and
secondary [V Kits were open an the shelf, and the
six packages of enteral feeding tubes were
outdated and ali were available for resident use.

opened revealing the wrapped contents which are |
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Observation of the Medication room on C wing on
November 8, 2010, at 10:35 a.im., revealed one
bottie of Vitamin € 500 mg (milligram) tablets,
1000 tabiet bottle, which had been opened and
some {ablets removed, with an expiration date of
Qctober 2010 on the shelf and avallable for
resident use. :
Interview with LPN #1 on November 9, 2010, at
10:50 a.m,, in the medication room, confirmed the
bottle of Vitamin C tablets was axpired and still an
the sheif available for resident use. _
F 514 | 483.75(h(1) RES F 514
55=D RECORDS"COMPLETEIACCURATE]ACCESSIB The DON did individual in-service with the nurses who
LE were Invoived. 11-10-2010
o To identify other residents at risk, the DON implemanted an
The faciiity must maintain clinical racords on each audit formto be used daily by the A/C lead nurse and the B Wing
resident in accordance with accepted professionat charge nurse. 11-28-2010
standards and practices that are complete;
accurately documented: readily accessible; and Allticensed staff will be in-serviced by the DON and ADON
systematically organized, S : : ) o
_ _ 12-17-2010
The clinical record must contain sufficient ) |
‘information to ldentify the resident: a record of the The 7-3 B wing charge nurse and the A/C lead aurse. 11282010
resident’s assesgments; the plan of care and will do daily audits for PRN medications for 4 weeks, then
services provided; the results of any weekly thereafter. The DON will oversee the audit process.
preadmission screening conducted by the State; Any identified non-compliance will be addressed by the DON
and progress notes, or ABON through re-education and progressive discipline,
Areport of audits will be given to the QA comamittee , )
_ which meets quarterly and consists of
This REQUIEEMENI‘ is not met as evidenced the Adminlstratos, Director of Nursing, Medical Director,
by . . Pharmacist, Restarative Supervisor, Dietary Manager, Activity
Based on mec_ﬂcal record feview, facmty' ) Director, Soclal Worker, Environmental Services Supervisor angd
document review, a_nd interview, ghe facility falled Maintenance Supervisor, for review and recommendations,
to decument administration of pain medication : '
accurately and completely for one resident (#9) of
twenty residents reviewed.
The findings included:
FORM CMS-2567{02-89) Previous Yetalona Ohsolots * Evant (D:3BEL14 Facity ID; TN7502 . If continuation sheet Paga 11 of 13
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Resident #9 was sdmitted to the faclity on July
21, 2007, and readmitted on October 13, 2010,
with diagneses including Hypertension,
Congestive Heart Failure, Chronic Renal
{nsufficiency, Benign Prostatic Hypertrophy,
Osteoporosis, Peripheral Vascular Diseass,
Gastroesophageal Reflux Disease, Diabetes
Mellitus, Coronary Artery Disease,
Cerebrovascular Accident with Right
Hemiparesis, Abdominal Aortic Aneurysm, and
Toronary Artery Bypass Graft.

Medical record review of the physician's orders

dated October 13, 2010, revealed an oyder for
"Hydro-APAP 5/3258 mg (miligrams), give 1-2
tabs by mouth every 4 hours as neaded for pain”,

Medical record review of the Medication
Administration Record {MAR) for QOctober 17,
2010, revealed a pain assessment of “3" on the
11:00 p.m. to 7:00 a.m., shift and a pain
assessment of "4” on the 7:00 a.m. ta 3:00 P,
shift but no documentation of pain medication
adminjstered (Pain assessment is dona on a
scale of 1 - 10 with 10 being the worst pain.).
Continued medical record review of the MAR for
October 18, 2010, revealed a pain assessment of
"4" an the 3:00 p.m. to 11:00 p.m., shift but no
documentation of pain medieation administered.
Further medical record review of the MAR for
October 22, 24, and 25, 2010, revealed a pain
assessment of "5” on the 3:00 p.m. to 11:00 p.m,,
ehift ar each day but no dacumentation of pain
medication administered. Further medical record
review of the MAR for October 29, 2010, revesgled
a pain assessment of "4" on the 3:00 p.m. to
11:00 p.m,, shift but no docurmentation of pain

medication administered. Continued medical

F 514

DEFIDIENGY)
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| record review of the MAR for Novamber 4, 2010,

record review of the MAR for October 31, 2010,
revealed a pain assessment of "4 on the 7:00

a.m. t 3:00 p.m., shift but no documentation of
pain medication administerad. Further madical

revealed a pain assessment of "4" on the 3:00
P t3 11:00 p.m., shift but no documantation of
pain medication administered,

Review of the facjilty palicy PRN Medications
ravealed "When giving PRN (as needed)
medications, they must be documented on the
back of the MAR, The date and time the
medication was given, the medication and
dusage, the reason for the medication, the
results/response to the medication, and the
initials- of the nurse administering the medloation.

Interview with the DON revesied the pain
medications were signed out on the Nargotic
Tracking/Destruction Log. Further interview with
the DON revegled these logs ara not a permanent
part of the resident's record but are kept in a file
in the DON's office, Interview with the Director of
Nursing (DON)} on November 10, 2010, at 9:30
a.m, in the DON's office, confirmed the doses of
pain medication were given and documented on
the Narcotic Destructian Recorts but were not
documented on the MAR,

FORM CMS-2507(02-89) Previous Varslong Obsciste Event ID; 3BEL14

Facity 1D: TN7802

If continuation sheet Pags 13 of 13



